Introduction {#Sec1}
============

In 2002, the National Kidney Foundation of the United States proposed the concept of chronic kidney disease (CKD) with the objectives of comprehensively covering a wide range of kidney diseases, including various underlying diseases, and developing measures for continuous management of this chronic condition \[[@CR1]\]. Recently, CKD has been recognized as a major global public health problem with increasing incidence and prevalence worldwide \[[@CR2]--[@CR6]\].

Nephrologists are responsible for performing periodic follow-up examinations to assess the therapeutic efficacy and revise patients' therapeutic regimens according to disease progression \[[@CR7]\]. The follow-up should be frequent to identify CKD progression, but excessive follow-up increases patients' burden and medical costs. Following up with different patients at different intervals is considered effective because the rate of renal function decline varies widely from person to person. The international guidelines by Kidney Disease: Improving Global Outcomes (KDIGO) provide guidance on the frequency of renal function assessment according to disease staging based on the glomerular filtration rate (GFR), and the severity of CKD based on the presence of albuminuria \[[@CR8]\]. Additionally, the Evidence-based Practice Guideline for the treatment of CKD of the Japanese Society of Nephrology, adapted from international guidelines, provides guidance for the frequency of follow-up by a nephrologist \[[@CR7]\].

However, the intervals suggested in these guidelines were based only on a consensus among experts that renal function decreases more rapidly as CKD severity increases. These recommendations have not been confirmed by clinical or epidemiological studies \[[@CR8]\]. On the basis of previous researches \[[@CR10]--[@CR12]\], we aimed to identify appropriate follow-up intervals for different stages of CKD by defining these optimal intervals according to the time to occurrence of a composite renal event in 0.1% of the patients in respective CKD subgroups.

Materials and methods {#Sec2}
=====================

Data sets {#Sec3}
---------

Data from the Chronic Kidney Disease Japan Cohort (CKD-JAC) were analyzed in this study. This was a prospective, multicenter study conducted in Japan from September 2007 to March 2013, with enrollment taking place from September 2007 to December 2008. We initially recruited 3087 patients. Japanese patients with CKD stage 3 or greater at 17 medical institutions with a nephrologist on staff were followed up for up to 4 years. Baseline data for these patients have already been published in previous reports \[[@CR14]--[@CR17]\].

To be eligible for the study, patients had to be either ethnic Japanese or Asian patients, aged between 20 and 75 years, residing in Japan, with an estimated glomerular filtration rate (eGFR) of 10--59 mL/min/1.73 m^2^ (or 10--49 mL/min/1.73 m^2^ for patients aged ≥ 65 years). Patients with polycystic kidney disease, HIV infection, hepatic cirrhosis, or a malignancy, transplant recipients, patients previously on chronic dialysis, and patients refusing to provide informed consent were all excluded from the study. Complete patient disposition is shown in Fig. [1](#Fig1){ref-type="fig"}.

Fig. 1Patient disposition. Of the 3087 patients who enrolled in the CKD-JAC study, 121 were excluded, and a cohort of 2966 patients was analyzed. Composite renal outcomes consisted of either the start of treatment for end-stage renal failure (i.e., beginning dialysis or undergoing renal transplant) or a 50% increase in the baseline creatinine level, with time to the occurrence of the earlier of these events defined as the time to renal event occurrence. CKD-JAC, Chronic Kidney Disease Japan Cohort
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The study protocol was approved by the ethics committee of each participating medical institution and was conducted in compliance with the principles of the Declaration of Helsinki. Informed consent was obtained from all participating patients (UMIN clinical trial registry number: UMIN000020038).

Measurements {#Sec4}
------------

Patient data used in the study consisted of both central measurements and local measurements requested by investigators, but this information focused on locally determined serum creatinine values. The study data included the monthly measured serum creatinine levels obtained from the initial test date until censored. 'Censored' was defined as the start of end-stage renal failure treatment, which involved the start of hemodialysis, artificial dialysis, or renal transplant, refusal to continue study participation, transfer to another medical institution, or discontinuation or completion of observations for another reason.

Other baseline data included age at the start of examination, sex, CKD stage, presence of albuminuria, and underlying disease. Centrally determined albuminuria values were used. The CKD stages, based on calculated eGFR values (mL/min/1.73 m^2^), were stage 3A (45 to \< 60), stage 3B (30 to \< 45), stage 4 (15 to \< 30), and stage 5 (\< 15). The numbers of patients experiencing a 50% increase in the baseline creatinine level and those reaching end-stage renal failure were examined according to the CKD stage.

Endpoints {#Sec5}
---------

Data from a previously studied large cohort indicated that a 40% reduction in the eGFR is consistent with a 50% increase in the baseline creatinine level \[[@CR9], [@CR18], [@CR19]\]. Our study used renal event occurrence as a composite renal endpoint, defined as either 50% increase in the baseline creatinine level, or the start of treatment for end-stage renal failure (i.e., the start of dialysis or renal transplant), whichever occurred first. A 50% increase in the baseline creatinine level was determined after a 50% increase was observed in three consecutive serum creatinine tests, and the time of the first observed increase was used to determine the time to a 50% increase in the baseline creatinine level.

Statistical analysis {#Sec6}
--------------------

Survival analyses were conducted to estimate the parametric cumulative incidence curve for the time to renal composite outcome, which was estimated from log-normal-regression models for the cumulative incidence function based on interval-censored data \[[@CR21]--[@CR24]\]. The log-normal model that best fit the data and had the smallest calculated Akaike information criterion value from among the log-normal model distribution, log-logistic model distribution, Weibull distribution, and exponential distribution was used to generate the cumulative incidence curve \[[@CR25], [@CR26]\]. With the study patients classified according to the CKD stage (3A, 3B, 4, and 5), the time to renal event occurrence for 0.1% of the patients was calculated from parametric cumulative incidence curves fit by CKD stage, and bootstrapping was used to calculate the 95% confidence intervals. To calculate the 95% confidence intervals, the lower bound 0.1% point was calculated 3000 times for bootstrap samples, obtained by sampling with the replacement of a number of patients equal to the number of patients in each subgroup, with the confidence intervals determined on the basis of the one-sided 2.5% points of the distributions. The lower bound 0.1% point was also estimated for the risk factors of age (\< 65 or ≥ 65 years), sex, macroalbuminuria, and diabetes mellitus. Finally, 0.1% point and 95% confidence intervals were calculated for different combinations of these risk factors in the patients with CKD stage 5. For sensitivity analyses, 0.1% point was also estimated for different stages of CKD using a model adjusted for age and sex (Model 1) and a model adjusted for age, sex, albuminuria, and diabetes mellitus status (Model 2). Other sensitivity analyses estimated the time to renal event occurrence for the 1% threshold (Tables S1, S2).

SAS Release 9.4 (SAS Institute Inc., Cary, NC, USA) was used to conduct all statistical analyses.

Results {#Sec7}
=======

Baseline characteristics of the analyzed population {#Sec8}
---------------------------------------------------

Baseline characteristics are shown in Table [1](#Tab1){ref-type="table"}. The mean age of the 2682 patients was 60.5 years. Men outnumbered women (1657 men, 61.8%). The mean creatinine level of the overall population was 2.2 mg/dL, and 1014 patients (37.8%) had diabetes mellitus. During the observation period, 913 patients (34%) had a composite renal event, with an event observed in 29 patients with stage 3A CKD (10.5%), 151 with stage 3B CKD (16.3%), 429 with stage 4 CKD (41.0%), and 304 with stage 5 CKD (70.9%). Of the 913 patients with a compound renal event, 786 experienced a 50% increase in baseline creatinine levels, and 127 began treatment for end-stage renal failure.

Table 1Patient characteristicsPatient characteristicsTotalCKD^a^ stage3A3B45*n* = 2682*n* = 277*n* = 929*n* = 1047*n* = 429Age ≧ 65 years60.5 (11.5)55.0 (13.2)60.1 (11.8)61.5 (10.6)62.2 (10.6)Male1657 (61.8%)171 (61.7%)599 (64.5%)638 (60.9%)249 (58.0%)Serum creatinine2.2 (1.1)1.1 (0.17)1.4 (0.25)2.3 (0.53)4.0 (0.89)Proteinuria1604 (59.8%)102 (36.8%)455 (49.0%)696 (66.5%)351 (81.8%)Diabetes mellitus1014 (37.8%)90 (32.5%)342 (36.8%)402 (38.4%)180 (42.0%)Hypertension2207 (82.3%)209 (75.5%)735 (79.1%)886 (84.6%)377 (87.9%)Composite renal event913 (34.0%)29 (10.5%)151 (16.3%)429 (41.0%)304 (70.9%) 50% increase in creatinine786 (29.3%)28 (10.1%)147 (15.8%)408 (39.0%)203 (47.3%) ESRD^b^127 (4.7%)1 (0.4%)4 (0.4%)21 (2.0%)101 (23.5%)Data are presented as n (%) and mean (SD). Proteinuria and albuminuria were characterized by a relatively high rate of urinary excretion of albumin, typically greater than 300 mg per 24-h period. Diabetes mellitus was defined either by physician diagnosis or on the basis of the use of antidiabetic medication. Hypertension was defined either by physician diagnosis or on the basis of the use of antihypertensive medication^a^Chronic kidney disease^b^End-stage renal disease

Estimation of follow-up intervals for evaluating renal function {#Sec9}
---------------------------------------------------------------

Cumulative incidence curves are shown by CKD stage, as determined by the eGFRs, in Fig. [2](#Fig2){ref-type="fig"}. The time to composite renal event occurrence in 0.1% of patients with CKD increased with decreasing baseline CKD stages. The estimates were 6.0 months for CKD stage 3A, 3.4 months for stage 3B, 2.0 months for stage 4, and 1.2 months for stage 5 (Table [2](#Tab2){ref-type="table"}).

Fig. 2Unadjusted cumulative incidence of composite renal outcomes according to baseline CKD stage using parametric model. The proportion of patients with CKD who experienced a composite renal outcome is shown as a function of time. The cumulative incidence curves were estimated by means of parametric cumulative incidence models for interval-censored data. The dashed horizontal line marks the 0.1% threshold for the occurrence of the composite renal event. CKD, Chronic kidney disease

Table 2Interval between baseline testing and composite renal outcome development in 0.1% of the patients with chronic kidney diseaseIntervalsCKD^a^ stage3A3B45No. of months (95% CI)6.0 (3.8--9.9)3.4 (2.4--4.8)2.0 (1.6--2.5)1.2 (1.0--1.6)Confidence interval was determined using a percentile bootstrap method based on 10,000 resamples^a^Chronic kidney disease

Model 1 (adjusted for age and sex) produced estimates almost identical to those of the unadjusted model. The estimates produced with Model 2 (additionally adjusted for macroalbuminuria, diabetes mellitus, and hypertension) were 1--2 months longer. These estimates were quite similar to the corresponding estimates at the 0.1% threshold (Table S3).

The trends for the estimates for patients with CKD stage 5 alone were shorter for patients older than 65 years, patients who were male, and for patients who had macroalbuminuria, history of diabetes mellitus, or history of hypertension (Table [3](#Tab3){ref-type="table"}). The estimated follow-up interval was the shortest for patients with macroalbuminuria at 1.2 months, followed by patients with microalbuminuria at 2.8 months, and patients without albuminuria at 8.6 months.

Table 3Interval between baseline testing and composite renal outcome development in 0.1% of the patients with chronic kidney disease stage 5VariablesInterval between baseline testing and development of composite renal outcomeNo. of months (95% CI)Age ≧65 years1.2 (0.9--1.6) \<65 years1.3 (0.9--1.9)Sex Male1.2 (0.9--1.6) Female1.7 (1.1--2.6)Diabetes mellitus Yes1.2 (0.8--1.6) No1.3 (0.9--1.9)Hypertension Yes1.2 (0.9--1.5) No2.4 (1.3--4.5)Albuminuria Macro1.2 (1.0--1.6) Micro2.8 (1.3--6.5) No8.6 (4.9--18.4)Macroalbuminuria is characterized by a relatively high rate of urinary excretion of albumin, typically 300 mg or more per 24-h period. Microalbuminuria is characterized by a relatively low rate of urinary excretion of albumin, typically between 30 and 300 mg per 24-h period. No albuminuria is characterized by a relatively high rate of urinary excretion of albumin, typically less than 30 mg per 24-h period

On the basis of the level of albuminuria and renal function CKD stage, a two-dimensional heat map was created. Cumulative incidence curves are shown in Fig. [3](#Fig3){ref-type="fig"}a, b. The level of albuminuria was classified as either severe (\> 300 mg/g Cr) or not severe. Compared with the interval when the degree of proteinuria was not of concern, the difference was clear for up to 4.5 months when albuminuria was severe in stage 3A CKD and for 9.8 months when albuminuria was not severe (Table [4](#Tab4){ref-type="table"}).

Fig. 3Unadjusted cumulative incidence of composite renal outcomes according to baseline CKD stage and proteinuria grades. The proportion of patients with CKD who experienced a composite renal outcome is shown as a function of time. The cumulative incidence curves were estimated by means of parametric cumulative incidence models for interval-censored data. The dashed horizontal line marks the 0.1% threshold for the occurrence of the composite renal event. *CKD* Chronic kidney disease

Table 4Heat map of the frequency of monitoring by glomerular filtration rate and level of albuminuriaCKD^a^ stageAlbuminuriaNot severeSevereNo. of months (95% CI)3A9.8 (5.4--19.9)4.5 (2.4--8.9)3B3.6 (1.5--8.8)3.4 (2.3--4.9)42.3 (0.8--6.9)2.3 (1.9--2.7)53.1 (1.5--6.7)1.2 (1.0--1.6)^a^Chronic kidney disease

Redefining the optimal follow-up interval as the time of composite renal endpoint occurrence in 1% of the patients with CKD increased the time estimates by a factor of 2--2.5, relative to the estimates calculated for occurrence in 0.1% of the population (Tables S2, S3).

Estimation of follow-up intervals for evaluating renal and cardiovascular disease events {#Sec10}
----------------------------------------------------------------------------------------

We analyzed the number and percentage of subjects who developed cardiovascular disease (CVD) events by stage and urine albumin level, which revealed that CVD events increased as the CKD stage and proteinuria increased. The CVD event almost always preceded a renal composite outcome. However, in patients with high CKD stages and proteinuria, a renal composite outcome preceded CVD (Table S4). We redefined a renal composite event along with a CVD event as an outcome. The estimated renal function testing intervals were 0.96 \[95% confidential intervals (CI) (0.19, 4.6)\] months for CKD 3A, 2.0 \[95% CI (1.3, 3.1)\] months for stage 3B, 1.5 \[95% CI (1.1, 2.0)\] months for stage 4, and 0.90 \[95% CI (0.65, 1.2)\] months for stage 5 (Table S5).

Discussion {#Sec11}
==========

Our findings suggest that renal function at the initial examination is the most relevant factor for determining the interval for additional renal function assessments. During the observation period, a composite renal event occurred in approximately 10% of the patients with an initial CKD stage 3A, 20% of those with stage 3B, 40% of those with stage 4A, and 70% of those with stage 5. Thus, the event occurrence increased with increasing CKD stage. The optimal intervals for follow-up examinations of renal function that we calculated were 6.0 months for CKD stage 3A, 3.4 months for stage 3B, 2.0 months for stage 4, and 1.2 months for stage 5. Thus, the time interval decreased as the stage increased, indicating the need for more frequent follow-up for patients with a higher CKD stage. Interestingly, the findings also indicated that intervals longer than those recommended in the current guidelines are sufficient for lower CKD stages.

The Evidence-based Practice Guideline for the Treatment of CKD of the Japanese Society of Nephrology also recommends follow-up intervals for renal function assessments \[[@CR7]\]. Based on the expert opinion, factors from the findings of cohort research in the general Japanese population were adapted for the recommendations in the 2012 KDIGO guidelines to suit the Japanese patients \[[@CR8]\]. According to proteinuria severity, the guidelines recommend that intervals of 3--6 months for CKD stage 3A, 3 months for stage 3B, 1--3 months for stage 4, and 1 month for stage 5 should be implemented. These intervals are very close to the intervals that we calculated for each subgroup in our study.

Men are thought to experience a more rapid decrease in the renal function than women \[[@CR27], [@CR28]\]. In our study, the follow-up interval for CKD stage 5 was 1.2 months for men, compared to 1.7 months' follow-up interval for women. Furthermore, the follow-up intervals for patients with CKD stage 5 were 1.2 months if macroalbuminuria was present, 2.8 months if microalbuminuria was present, and 8.6 months if albuminuria was absent. It is significant that these differences according to the albuminuria status are more pronounced compared to those recommended in the current guidelines. In addition, the results of the heat map created in our study showed that in stage 3A CKD, when proteinuria is not severe, long screening intervals are acceptable.

As patients with CKD have various underlying diseases, practicing nephrologists select follow-up intervals using their expertise and patients' age, sex, renal function, concurrent diseases, and other relevant factors. Although selecting follow-up intervals according to clinician expertise and CKD guideline recommendations is essential for preventing CKD progression, routine care should ideally be determined by the time to composite renal event occurrence.

Recent healthcare marketing efforts, advocacy, and trust in public health authorities have resulted in recommendations for excessive laboratory testing; however, an excessive testing can adversely affect the prognosis of other chronic diseases \[[@CR30]--[@CR32]\]. Nephrologists must understand the importance of developing rational screening programs based on the best available evidence. Our estimated intervals are universally longer than those recommended by the Japanese CKD guidelines, indicating that longer follow-up intervals are satisfactory, particularly for patients with lower CKD stages (i.e., stages 3A/3B) and those with stage 5 CKD with microalbuminuria or no proteinuria. Our study determined that longer follow-up intervals than those recommended in the current guidelines are often acceptable.

A previous report has documented that cardiovascular events occur more frequently than renal events, especially in the early stages of CKD \[[@CR33]\]. Our study revealed that overall shortening of intervals especially that of the CKD stage 3A had occurred. This unexpected result was caused by the fact that some patients developed a CVD event early after observation.

The present study has a few limitations. The first limitation is the generalizability of results. The follow-up intervals in this study were based only on the incidence of a composite renal event adjusted for CKD risk factors. We did not factor in the potential benefits and risks or cost-effectiveness of periodic renal function testing, although the cost-effectiveness of CKD screening is an important method for increasing awareness \[[@CR34], [@CR35]\]. Although specific treatments administered are expected to influence the rate of renal function decline, we did not collect sufficient information on treatments to factor this into the analyses. It would have been possible to consider individual treatments administered to patients and effects of treatment differences. Many of the CKD-JAC patients receive advanced treatment (e.g., antihypertensives) by a nephrologist. Therefore, caution is needed when generalizing the study findings to all Japanese patients with CKD.

The second limitation is the overly small sample sizes in the subgroups; because of these small sample sizes, we did not classify patients according to CKD heat maps by combination of three proteinuria groups, four GFR grades and underlying diseases. Given the diverse range of diseases underlying CKD, an appropriate classification of these diseases must be considered; a larger sample size is needed for detailed analyses based on the underlying disease type.

The third limitation is the optimal interval which should be calculated using tools directly related to those evaluations \[[@CR10]\]. Thus, CVD events should ideally be evaluated using echocardiography or electrocardiography.

The final limitation is the use of a lower bound 0.1% point as the threshold for selecting optimal intervals. Obviously, our intervals would have been longer had we used a threshold of 1% (Tables S1, S2). However, the sensitivity analysis of a previous study \[[@CR10]\] led us to select intervals that were consistent with those used in clinical practice and are generally acceptable. Our 1.2-month interval for high-risk patients with CKD stage 5 is indeed close to that used in clinical practice. The threshold used for estimating evaluation intervals of osteoporosis in older women had a 10% lower bound \[[@CR10]\], but we decided that a 0.1% threshold would better suit our patients because the composite renal event that we used was more conservative, and the signs of progression should be identified as early as possible. The interval we recommend is appropriate to prevent the worsening of CKD; in clinical practice, studies to address the optimal frequency of delivering adequate care and patient education are needed. Frequent visits may increase medical and resource expenditure, but they may promote intensive patient education and reassurance.

A major strength of this study was the use of a large data pool from approximately 3000 patients in a multicenter cohort, which is one of the largest cohorts of patients with CKD in Japan.

Conclusions {#Sec12}
===========

The optimal follow-up intervals are longer for patients with lower CKD stages. These estimates are longer than those recommended by the relevant guidelines, and they serve as a reference for nephrologists to select appropriate follow-up intervals for their patients.

Electronic supplementary material
=================================

 {#Sec13}

Below is the link to the electronic supplementary material.

Supplementary material 1 (DOCX 19 KB)

Supplementary material 2 (DOCX 19 KB)

Supplementary material 3 (DOCX 19 KB)

Supplementary material 4 (DOCX 78 KB)

Supplementary material 5 (DOCX 65 KB)

**Publisher's Note**

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

This study was conducted by the principal investigators at the following medical centers: Japan Community Health Care Organization Sendai Hospital (Miyagi), JA Toride Medical Center (Ibaraki), Jichi Medical University (Tochigi), Tokyo Women's Medical University Hospital (Tokyo), St. Luke's International Hospital (Tokyo), Showa University Hospital (Tokyo), Showa University Yokohama Northern Hospital (Kanagawa), Showa University Fujigaoka Hospital (Kanagawa), Gifu Prefectural General Medical Center (Gifu), Kasugai Municipal Hospital (Aichi), Tosei General Hospital (Aichi), Osaka University Hospital (Osaka), Osaka General Medical Center (Osaka), Osaka City General Hospital (Osaka), Kurashiki Central Hospital (Okayama), Fukuoka Red Cross Hospital (Fukuoka), and Iizuka Hospital (Fukuoka).

Conflict of interest {#FPar1}
====================

The authors have declared that no conflict of interest exists. The CKD-JAC study was supported by research funds with no restriction on publication from Kyowa Hakko Kirin Co., Ltd.
